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Introduction 


Throughout  this  manual  reference  is  made  to  P.L.  93-641,  as  amended. 
P.L.  93-641  is  the  National  Health  Planning  and  Resource  Development  Act 
which  structures  the  planning  process  described  in  this  document.  P.L. 
93-641  was  passed  by  Congress  and  signed  into  law  on  January  4,  1975. 
On  October  7,  1979,  P.L.  96-79,  the  Health  Planning  and  Resource  Develop- 
ment Amendments,  was  passed  amending  P.L.  93-641,  Hence,  the  reference 
in  this  manual  to  P.L.  93-641,  as  amended.  These  are  contained  in  Titles 
XV  and  XVI  of  the  Public  Health  Service  Act. 
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The  Health  Planning  Process: 
Overview  of  Federal  Law 

Federal  Health  Planning  and  Development  Law 

The  National  Health  Planning  and  Resources  Development  Act  of  1974  (P.L. 
93-641)  was  signed  into  law  on  January  4,  1975.  This  omnibus  bill,  con- 
sidered by  many  as  the  most  important  single  piece  of  health  legislation 
enacted  by  Congress  in  recent  years,  has  vast  potential  for  restructuring 
the  health  services  delivery  system  in  the  United  States.  The  Act  was 
developed  in  Congress  following  two  years  of  intensive  study  of  health 
planning  and  development  activities.  The  Act  creates  a  single  set  of  struc- 
tures at  the  State  and  regional  levels  to  deal  with  planning,  resource  allo- 
cation and  regulation  in  the  health  field.  Since  similar  activities  have 
been  carried  out  in  the  past  through  a  variety  of  organizational  structures, 
considerable  realignment  of  the  nation's  health  planning  and  development 
mechanisms  is  required. 

Background 

None  of  the  content  areas  in  this  legislation  represent  new  or  unique  Federal 
interests.  It  is  the  structure  in  which  planning,  resource  allocation  and 
regulation  will  be  carried  out  that  differs.  A  look  at  the  elements  prior 
to  1975  may  be  helpful  in  gaining  a  perspective  on  the  new  structure. 

At  the  state  level,  four  distinct  and  loosely-related  planning  elements  had 
evolved  by  1974.  One  was  state  facilities  planning  authorized  under  the 
Federal  Hi  11 -Burton  legislation,  first  enacted  in  1946.  A  second  element 
was  categorical  health-related  program  planning  in  areas  such  as  drug  abuse, 
alcoholism,  public  health,  and  so  forth.  Federal  law  required  such  plans  as 
a  condition  for  release  and  expenditure  of  categorical  Federal  financial  sup- 
port to  the  state.  The  third  element  was  state  Comprehensive  Health  Planning 
(CHP)  required  under  Section  314(a)  of  the  Public  Health  Service  Act.  The 
plan  developed  under  this  program  was  to  deal  with  broader  health  issues  in 
the  state  and,  although  other  plans  were  to  be  "consistent"  with  it,  it  ex- 
ercised relatively  little  control  over  resource  allocation.  Finally,  the 
1972  amendments  to  the  Social  Security  Act  instituted  a  capital  expenditure 
review  program  (Section  1122)  in  which  the  state  had  to  review  and  approve 
or  disapprove  proposed  capital  expenditures  of  health  care  institutions  on 
the  basis  of  "standards,  criteria,  and  plans"  adopted  by  the  state. 

Organized  Federally-supported  planning  efforts  at  the  sub-state  or  area  level 
have  a  shorter  history.  The  first  organized  support  of  this  type  of  activity 
was  provided  under  Section  318  of  the  Public  Health  Service  Act,  passed  in 
1961.  This  program  provided  financial  assistance  to  facility  planning  agen- 
cies which  previously  worked  closely  with  state  Hill-Burton  planning  activities, 
Successes  with  the  regional  facilities  planning  agency  approach  led  to  the 
adoption  of  much  broader  legislation  in  1966.  The  Partnership  for  Health  Act 
(P.L.  89-749)  created  a  new  Section  314(b)  of  the  Public  Health  Service  Act, 
authorizing  assistance  for  areawide  comprehensive  health  planning.  Between 


1967  and  1974,  more  than  200  of  these  "314(b)"  agencies  were  established 
across  the  country.  The  vast  majority  were  non-profit  corporations.  They 
brought  a  community's  consumer  and  provider  interests  together  in  an  effort 
to  develop  plans  for  the  organization  and  operation  of  a  variety  of  health 
programs.  Although  these  agencies  had  "review  and  comment"  responsibilities 
on  a  variety  of  uses  of  Federal  funds,  they  lacked  power  to  implement  their 
plans.  The  emphasis  was  on  process  rather  than  product,  and  the  planning  was 
not  supported  through  regulatory  or  quasi-regulatory  sanctions  or  by  adequate 
financial  support.  The  history  of  Federal  programs  for  allocating  resources 
to  the  health  care  delivery  system  has  been  even  more  varied.  Beginning  with 
formula  grant  and  project  grant  activities  relating  to  public  health  in  the 
late  1930's,  the  process  was  based  largely  on  a  Federal-State  or  Federal- 
institutional  relationship.  Although  the  Federal -State  allocations  were 
governed  by  the  program  plans  mentioned  earlier,  direct  grants  to  institu- 
tions and  organizations  were  seldom  reviewed  for  consistency  with  any  overall 
plan.  The  Hill-Burton  program,  enacted  in  1946,  tied  allocation  of  resources 
for  facilities  construction  to  a  state  plan  document,  with  the  facilities     ' 
created  under  Section  318  also  participating  in  the  process. 

Two  programs  created  in  the  late  60's  and  early  70's  adopted  a  different 
model  for  allocating  Federal  resources  to  specific  health  programs.  The 
Regional  Medical  Programs  (RMP)  legislation  followed  issuance  of  the  Report 
of  the  President's  Commission  on  Heart  Disease,  Cancer  and  Stroke,  published 
in  December  1964.  Initially,  the  RMPs  were  to  develop  cooperative  arrange- 
ments among  health  care  institutions,  medical  schools,  and  research  organi- 
zations with  the  goal  of  bringing  the  latest  advances  in  the  treatment  of 
heart  disease,  cancer  and  stroke  directly  to  patients  in  a  community  setting. 
More  than  50  RMPs  were  established  across  the  country,  some  inter-state,  some 
statewide  and  others  serving  a  region  within  a  state.  During  the  time  be- 
tween their  creation  in  1965  and  1974,  the  program  emphasis  shifted  from  spe- 
cific diseases  to  primary  care,  regional ization  of  health  care  resources  and 
improved  use  of  health  manpower  in  underserved  areas. 

Planning  and  priority  setting  in  the  RMPs  was  vested  in  a  regional  advisory 
group,  and  ties  to  other  planning  mechanisms  were  very  loose.  In  nine  fiscal 
years  between  1966  and  1974,  more  than  half  a  billion  dollars  in  Federal  de- 
velopmental funds  were  channeled  into  the  health  system  through  the  RMP 
mechanism. 

In  1971,  another  developmental  activity  was  launched  by  the  Federal  govern- 
ment under  the  title,  "Experimental  Health  Service  Delivery  Systems".  A 
number  of  community  demonstrations  were  funded  by  the  government  to  assist 
grantees  in  the  organization  and  operation  of  an  independent  management  cor- 
poration for  health  services  at  the  community  level.  These  corporations  per- 
formed functions  similar  to  both  314(b)  agencies  and  RMPs,  but  with  an  emphasis 
on  the  collection  of  data  and  the  establishment  of  management  information  sys- 
tems for  the  health  segment  of  the  community. 

In  1974,  a  complex  of  Federally-supported  agencies  and  organizations,  both 
governmental  and  non-governmental,  had  been  created  to  deal  with  health  plan- 
ning, health  resources  allocation,  and  regulation  of  the  health  services 
industry. 


V      Developing  a  New  Approach 

With  the  legislative  authorities  for  all  of  these  activities  expiring  at  the 
same  time,  on  June  30,  1974,  Congress  saw  an  opportunity  to  reexamine  all  of 
the  issues  surrounding  Federal  assistance  for  health  planning  and  development 
activities.  Congress'  stated  goal  was  to  provide  a  more  rational  system  for 
tying  these  functions  together,  while  retaining  the  best  features  of  the  pre- 
decessor programs.  Among  the  factors  which  Congress  considered  were  the 
following: 

--Maldistribution  of  medical  personnel  and  facilities  in  many  areas 
of  the  country; 

--Development  of  duplicative  services  and  excess  beds  in  health  care 
institutions  in  the  absence  of  effective  planning  and  control; 

--Inaccessibility  of  health  resources  and  lack  of  coordination  in 
operation  of  community  health  institutions; 

--Health  care  cost  inflation,  which  Congress  perceived  as  a  result  of 
excess  capacity  and  inefficiency  in  utilization  of  resources;  and 

--The  imminence  of  enactment  of  national  health  insurance  and  the 
potential  negative  effect  of  increased  demand  in  an  inefficiently 
organized  and  operated  health  system. 

|>      The  process  of  developing  the  new  legislation  took  nearly  two  years.  It 
included  consultation  between  Congressional  staff  members  and  a  variety  of 
interest  groups.  Extensive  hearings  were  held  in  both  the  House  and  the 
Senate.  As  a  part  of  the  development  process,  the  House  Committee  developed 
a  series  of  principles  to  guide  in  the  development  of  the  new  legislation. 

--Planning  should  be  done  by  organizations  which  represent  and  incor- 
porate the  interests  of  consumers  of  health  services,  providers  of 
such  services,  and  concerned  public  and  private  agencies  and  organi- 
zations. 

--In  order  to  be  effective,  health  planning  must  be  adequately  financed, 

— Effective  planning  requires  a  strong  emphasis  on  the  implementation 
of  plans;  and  implementation  requires  that  planning  agencies  have 
authority  with  which  to  implement  the  plans. 

--The  generation  of  new  health  resources  should  be  closely  tied  to 
health  planning. 

--If  health  planning  is  to  be  done,  it  must  be  good  health  planning. 

--Effective  Federal,  State  and  areawide  health  planning  will  be  possible 
only  if  the  Federal  government  itself  engages  in  health  planning. 


> 


--If  health  planning  is  actually  to  improve  the  people's  health  ,it 
must  not  be  limited  just  to  planning  for  medical   care. 


It  was  against  this  background  that  Congress  proceeded  to  develop  a  new 
structural  approach  to  health  planning  and  development,  one  that  has  been 
embodied  in  the  National  Health  Planning  and  Resources  Development  Act  of 
1974. 

Under  provisions  of  the  Act,  the  functions  of  planning,  resource  allocation 
and  regulation  for  the  health  care  system  have  been  assigned  to  a  new  set  of 
agencies  and  organizational  components  at  the  area  and  state  levels.  At 
the  area  level,  the  Health  Systems  Agency  (HSA)  is  the  responsible  body.  At 
the  state  level,  the  State  Health  Planning  and  Development  Agency  (SHPDA)  is 
the  responsible  administrative  body.  The  Statewide  Health  Coordinating  Coun- 
cil (SHCC)  has  overall  responsibility  for  coordinating  HSA  and  state  level 
health  planning  activities  as  well  as  final  plan  development  authority  for 
all  state  level  health  plans  and  for  providing  advice  to  the  SHPDA. 

In  addition  to  the  changes  made  in  health  planning  and  development  at  the 
area  and  state  levels,  the  Act  laid  the  groundwork  for  changes  in  Federal 
health  policy  development.  A  frequent  criticism  of  the  Federal  government 
has  been  that  it  requires  policy  development  in  planning  activities  at  lower 
levels  while  resisting  the  articulation  of  a  coherent  body  of  policy  at  the 
national  level.  The  Congress  has  jealously  guarded  its  policy-setting  pre- 
rogatives in  health  while  at  the  same  time,  declining  to  establish  priorities 
for  consideration  by  state  and  local  health  organizations.  As  the  Federal 
investment  in  the  provision  of  health  services  has  increased,  so  has  the  Fed- 
eral interest  in  the  efficient  and  cost-effective  delivery  of  such  services. 
In  framing  P.L.  93-641,  the  Congress  took  three  steps  in  support  of  an  ex- 
panded and  improved  Federal  policy  structure  for  health.  These  were  the 
creation  of  a  National  Council  on  Health  Planning  and  Development,  a  require- 
ment that  the  Secretary  of  Health,  Education  and  Welfare  develop  national 
guidelines  for  health  planning,  and  the  stating  of  a  series  of  Congressional 
priorities  for  the  health  care  system  in  the  United  States. 

The  National  Council  on  Health  Planning  and  Development  was  established  under 
the  Act  as  an  advisory  council  to  the  Secretary.  The  Council  was  charged 
with  advising,  consulting  with,  and  making  recommendations  to  the  Secretary 
in  the  development  of  national  guidelines,  the  implementation  and  adminis- 
tration of  the  Act,  and  the  evaluation  of  new  medical  technology  and  its  im- 
plications for  the  organization,  delivery  and  distribution  of  health  care 
services.  The  20  member  Council  includes  representatives  of  Federal  health 
programs  both  inside  and  outside  the  Department;  individuals  selected  by  the 
Secretary  for  their  special  training  or  experience  in  the  areas  covered  by 
the  Act;  and  individuals  designated  from  Statewide  Health  Coordinatinq  Coun- 
cils and  the  governing  bodies  of  Health  Systems  Agencies 

A  second  provision  of  the  Act  aimed  at  improving  the  health  system  through 
improved  planning  requires  the  Secretary  to  develop  national  guidelines  for 
health  planning.  In  giving  the  Secretary  this  authority,  the  Congress  com- 
mented on  the  fact  that  it  was  unusual  for  the  policy  setting  prerogative  to 
be  delegated  in  this  manner  but  that  the  urgency  of  attaining  the  goals  of 
the  Act  required  the  step.  The  guidelines  to  be  developed  by  the  Secretary 
were  to  include  two  major  components — standards  respecting  the  appropriate 
supply,  distribution,  and  organization  of  health  resources  and  statement  of 
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national  health  planning  goals  expressed  to  the  maximum  extent  practicable, 
in  quantitative  terms.  The  Secretary  has  moved  deliberately  in  carrying  out 
this  responsibility.  Suggestions  from  a  broad  spectrum  of  individuals  and 
organizations  were  solicited  in  mid-1975.  On  the  basis  of  the  suggestions 
received,  as  well  as  a  series  of  commissioned  studies  and  papers,  an  intra- 
departmental  committee  began  the  process  of  drafting  a  set  of  national  guide- 
lines. When  the  developmental  process  was  completed,  the  guidelines  were 
published  as  regulations  in  the  Federal  Register  and  will  be  periodically 
reviewed  and  revised.  Each  Health  Systems  Agency,  Statewide  Health  Coordin- 
ating Council,  and  State  Health  Planning  and  Development  Agency  is  expected 
to  give  full  consideration  to  these  guidelines  in  developina  the  various  plan 
documents  required  under  the  Act  and  in  making  the  resource  allocation  de- 
cisions for  which  they  are  responsible. 

Finally,  the  Congress  stated  a  set  of  specific  priorities  which  it  felt  de- 
served consideration  in  the  development  of  the  national  health  planning  goals 
and  in  the  development  and  operation  of  health  planning  and  resource  develop- 
ment programs  at  all  levels.  The  Congressional  priorities  are  as  follows: 

1.  The  provision  of  primary  care  services  for  medically  under- 
served  populations,  especially  those  which  are  located  in  rural 
or  economically  depressed  areas. 

2.  The  development  of  multi-institutional  systems  for  coordination 
or  consolidation  of  institutional  health  services  (including 
obstetric,  pediatric,  emergency  medical,  intensive  and  coronary 
care,  and  radiation  therapy  services). 

3.  The  development  of  medical  group  practices  (especially  those 
whose  services  are  appropriately  coordinated  or   integrated  with 
institutional  health  services),  health  maintenance  organizations, 
and  other  organized  systems  for  the  provision  of  health  care. 

4.  The  training  and  increased  utilization  of  physicians'  assistants, 
especially  nurse  clinicians. 

5.  The  develonment  of  multi -institutional  arrangements  for  the  sharing 
of  support  services  necessary  to  all  health  service  institutions. 

6.  The  promotion  of  activities  to  achieve  needed  improvements  in  the 
quality  of  health  services,  including  needs  identified  by  the 
review  activities  of  professional  standards  review  organizations. 

7.  The  development  by  health  service  institutions  of  the  capacity  to 
provide  various  levels  of  care  (including  intensive  care,  acute 
general  care,  and  extended  care)  on  a  geographically-integrated 
basis. 

8.  The  promotion  of  activities  for  the  prevention  of  disease, 
including  studies  of  nutritional  and  environmental  factors 
affecting  health  and  the  provision  of  preventive  health  care 
services. 


9.   The  adoption  of  uniform  cost  accounting,  simplified  reimbursement, 
and  utilization  reporting  systems  and  improved  management  proce- 
dures for  health  care  institutions. 

10.   The  development  of  effective  methods  of  educating  the  general 

public  concerning  proper  personal  (including  preventive)  health 
care  and  methods  for  effective  use  of  available  health  services. 

These  priorities  have  already  been  utilized  in  focusing  the  efforts  to  develop 
national  health  planning  guidelines.  They  will  also  guide  the  planning  and 
development  activities  of  State  and  area  agencies. 
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The  Health  Planning  Process: 
Roles  of  Organizational  Components--Sunimary 

The  requirements  of  P.L.  93-641,  as  amended,  create  a  complex  set  of  inter- 
relationships between  the  Health  Systems  Agency  (HSA),  the  State  Health 
Planning  and  Development  Agency  (SHPDA)  and  the  Statewide  Health  Coordinating 
Council  (SHCC).  The  functions  of  each  of  these  bodies  will  be  dealt  with 
in  detail  in  separate  sections  of  this  manual.  In  this  section  an  overview 
of  the  roles  of  the  components  in  the  activities  required  under  federal  law 
will  be  presented.  This  overview,  based  on  process  elements  rather  than 
structural  considerations,  serves  as  an  introduction  to  the  more  detailed 
discussions  of  the  SHCC,  the  SHPDA  and  the  HSA  in  subsequent  sections. 

Plan  Development 

The  most  critical  element  in  the  implementation  of  P.L.  93-641,  as  amended, -- 
and  the  accomplishment  of  the  goals  towards  which  that  law  is  directed--is  the 
planning  component.  The  plans  developed  by  the  HSA  and  the  SHPDA/SHCC  form 
the  basis  for  resource  allocation  and  regulatory  activities  in  the  area  and 
State.  The  process  of  developing  the  plan,  and  the  plan  document  itself,  are 
the  "glue"  which  hold  the  entire  health  planning  and  development  system 
together. 

The  fundamental  planning  document  under  this  program  is  the  Health  Systems 
Plan  (HSP).  This  is  a  plan  prepared  for  the  health  service  area  (in  Montana, 
the  entire  State)  by  the  HSA.  The  HSP  is  the  HSA's  statement  of  desired 
achievements  for  improvement  in  the  health  status  of  area  residents  and  in 
the  health  system  serving  that  population.  It  is  a  long-range  goal  plan  over 
a  five  year  period,  and  its  scope  is  the  entire  health  system.  Its  purpose 
is  to  promote  comprehensive  health  systems  at  the  local  level  which  will  im- 
prove levels  of  health  status,  assure  a  healthful  environment,  and  provide 
for  the  availability  and  accessibility  of  high  quality  health  services  in  a 
manner  which  fosters  continuity  of  care  at  a  reasonable  cost  for  all  residents 
of  the  area.  The  HSP  is  developed  by  an  HSA  through  an  open  process  utilizing 
data  and  information  collected  reflecting  the  current  situation  in  the  area. 
It  addresses  the  health  system  of  the  community  from  the  perspectives  of  the 
health  services  delivered  to  the  population,  the  settings  of  service  delivery, 
and  characteristics  for  analysis  of  the  system.  In  developing  the  HSP,  the 
HSA  must  take  into  consideration  expressions  of  statewide  needs  and  priorities 
prepared  jointly  by  the  SHCC/SHPDA  and  the  HSA.  The  primary  responsibility 
for  developing  the  health  systems  plan  rests  with  the  HSA,  and  the  plan  is 
considered  "established"  when  it  is  adopted  by  the  Board  of  the  HSA.  The 
SHPDA  and  SHCC  roles  in  HSP  development  consist  primarily  of  cooperation  in 
the  design  of  a  common  format  and  provision  of  information  on  statewide  needs 
and  priorities  for  the  HSA's  consideration. 

The  Health  Systems  Plan  is  the  basis  for  development  of  two  other  important 
planning  documents.  The  HSA  must  develop  an  Annual  Implementation  Plan  (AIP) 


which  describes  objectives  which  will  achieve  the  qoals  of  the  HSP  and  priori- 
ties among  the  objectives.  The  AIP  identifies  specific  short-range  objectives 
upon  which  the  community  wishes  to  act  during  the  ensuing  year--a  single  year's 
slice  of  the  larger,  five-year  HSP.  It  identifies  actions  the  community  in- 
tends to  take  and  the  effects  of  the  actions.  Although  the  majority  of  speci- 
fic priority  short-range  objectives  are   taken  from  the  HSP,  some  may  be  formu- 
lated by  the  HSA  in  response  to  sudden  developments  in  the  community  that 
community  residents  hold  to  be  of  great  enough  importance  to  warrant  immediate 
HSA  and  community  action.  The  AIP  is  the  HSA's  document;  it  is  not  required 
to  be  approved  by  the  State  level  bodies,  nor  do  they  have  specific  responsi- 
bilities in  developing  the  format  and  content  of  the  AIP.  Since  the  AIP  is 
based  on  the  HSP,  however,  the  considerations  of  format  and  priorities  entering 
into  development  of  the  HSP  will  usually  be  reflected  in  its  companion  AIP. 

The  second  use  of  the  HSP  in  plan  development  is  as  the  building  block  for  the 
State  Health  Plan  (SHP).  Both  the  HSA  board  and  the  SHCC  guide  the  develop- 
ment of  these  joint  documents,  and  both  must  approve  them,  the  HSA  board  as 
HSP  components  and  the  SHCC  as  SHP  components.  The  HSP  and  SHP  development 
and  approval  processes  have  been  modified  somewhat  in  Montana  in  an  attempt 
to  avoid  duplication  of  effort  and  resources.  These  modifications  were  neces- 
sitated by  Montana's  status  as  a  single  health  service  area  State.  The  pro- 
cesses for  development  and  approval  of  the  HSP  and  SHP  will  be  explained  more 
fully  in  another  section  of  this  document. 

Planning  Coordination 

The  provisions  of  Federal  and  State  law  also  require  a  variety  of  plannina 
coordination  activities  on  the  part  of  each  of  the  three  organizational  com- 
ponents. 

At  the  health  service  area  level,  the  health  systems  agency  is  required  to 
coordinate  its  plans  with  those  of  PSROs,  A-95  review  agencies,  and  other 
bodies  conducting  planning  activities  which  relate  to  the  health  field.  In 
addition,  HSAs  will  provide  assistance  to  institutions  and  organizations  in 
their  health  service  area  to  achieve  coordination  of  the  institution  or  organ- 
ization's planning  efforts  with  the  overall  objectives  of  the  HSP  and  AIP. 

As  the  State  Health  Planning  and  Development  Agency  for  Montana,  the  Bureau 
of  Health  Planning  and  Resource  Development  is  expected  to  coordinate  health 
planning  activities  among  State  agencies  with  health  and  health-related  respon- 
sibilities. This  coordinative  responsibility  includes  provision  of  guidance 
and  technical  assistance  to  State  agencies  whose  activities  impact  on  the 
health  of  the  people  of  Montana.  Where  an  agency  prepares  plans  subject  to 
review  and  approval  by  the  SHCC,  the  SHPDA  assists  those  agencies'  planners 
in  meeting  the  requirements  of  the  SHCC  concerning  format,  presentation,  and 
timing  of  submittal  of  plans  for  review. 

The  SHCC's  planning  coordination  responsibilities  extend  to  the  Health  Systems 
Agency  and  to  other  State  level  bodies.  In  the  case  of  the  Health  Systems 
Agency,  the  SHCC  is  charged  with  the  responsibility  of  establishing  (in  con- 
sultation with  the  Health  Systems  Agency  and  the  State  agency)  a  uniform  for- 
mat for  the  HSP  which  is  contained  in  the  SHCC's  Planning  Guidance  document. 


and  to  review  and  coordinate  at  least  triennially  the  HSP  and  review  at  least 
annually  the  AIP,  reporting  to  the  Secretary,  for  the  purposes  of  his  review 
its  comments  on  the  HSP  and  AIP. 

Another  responsibility  in  planning  coordination  is  to  assure  that  the  AIP 
developed  by  the  HSA  is  consistent  with  the  companion  Health  Systems  Plan. 
No  other  body  outside  the  Health  Systems  Agency's  Governing  Board  has  the 
authority  to  carry  out  this  particular  coordinative  function.  The  SHCC, 
through  the  SHPDA  staff,  should  provide  guidance  to  State  agencies  preparing 
categorical  health  plans  concerning  the  SHCC's  requirements  for  such  plans. 
Since  the  SHCC  has  responsibility  for  recommending  approval /disapproval  of 
these  planning  documents,  assistance  offered  in  advance  is  considered  extremely 
important  as  a  means  of  assuring  a  smooth  and  timely  review  process. 

Resource  Allocation 

Resource  allocation  activities  on  the  part  of  health  planning  and  development 
agencies  fall  into  two  broad  categories--direct  financial  assistance  and  re- 
view and  approval  authority  over  use  of  Federal  funds. 

The  major  potential  source  of  direct  financial  assistance  in  support  of  the 
plans  prepared  by  an  HSA  is  the  area  health  services  development  fund.  A 
fully  designated  HSA  can  apply  to  the  Secretary  for  the  establishment  of  such 
a  fund,  and  utilize  the  monies  made  available  to  finance  activities  supportive 
of  its  plans  through  grants  and  contracts  to  individuals  and  public  or  private 
non-profit  organizations  and  agencies.  Title  XVI  of  the  Public  Health  Service 
Act  (P.L.  93-641,  as  amended)  contains  this  portion  of  the  law  but  monies  have 
never  been  appropriated  to  carry  out  this  function. 

The  authority  to  review  and  approve  or  disapprove  uses  of  Federal  funds  is  a 
much  more  important  resource  allocation  activity  under  P.L.  93-641,  as  amended. 
A  fully  designated  health  systems  agency  has  the  authority  to  review  and  ap- 
prove or  disapprove  all  uses  of  Federal  funds  made  available  under  the  Public 
Health  Service  Act  and  related  Federal  legislation  with  the  exception  of  spe- 
cified grants  and  contracts  related  to  research  and  training.  A  fully  desig- 
nated HSA  thus  has  an  opportunity  to  influence  the  degree  to  which  Federally 
financed  projects  in  its  health  service  area  are  supportive  of  its  plans  for 
the  area.  Both  this  function  and  administration  of  the  area  health  services 
development  fund  are  independent  functions  exercised  by  the  HSA.  Neither  one 
involves  the  State  agency  or  the  SHCC. 

The  SHCC  has  a  similar  recommend  approval /disapproval  responsibility  in  rela- 
tion to  Federal  funds  made  available  to  the  State  under  a  variety  of  formula 
grant  programs.  Under  such  programs,  the  State  agency  administering  the  funds 
must  prepare  an  annual  plan  for  their  utilization.  Such  plans  are  subject  to 
the  review  and  recommendation  of  approval  or  disapproval  of  the  SHCC  under 
Federal  law. 

Regulation 

Another  broad  functional  area  involving  health  planning  and  development 
agencies  is  regulation  of  the  health  services  industry  in  the  State.  Public 
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Law  93-641,  as  amended,  requires  that  the  SHPDA  have  the  responsibility  for 
administration  of  the  capital  expenditures  review  program  under  Section  1122, 
and  that  the  State  establish  a  Certificate  of  Need  program  meeting  Federal 
requirements  before  the  Bureau  can  be  fully  designated  as  a  SHPDA.  Montana 
cancelled  the  Section  1122  review  contract  once  the  present  Certificate  of 
Need  program  was  accepted  by  the  Secretary  of  Health  and  Human  Services  De- 
partment. 

A  complying  program  for  Certificate  of  Need  requires  participation  of  the 
Health  Systems  Agency  in  the  area  in  which  a  service  is  to  be  offered  or  a 
facility  constructed.  The  HSA  must  review  each  application  and  recommend  an 
action  on  the  application  to  the  State  agency.  The  HSA  does  not  render  de- 
cisions in  this  area,  a  responsibility  reserved  for  State  government. 

On  the  basis  of  the  HSA  recommendation  and  its  own  review,  the  State  agency 
must  render  a  decision  on  each  facility  or  service  subject  to  review.  The 
SHPDA  must  have  the  authority  to  enforce  its  decisions  through  sanctions,  and 
the  entire  process  of  review,  recommendation  and  decision  is  to  be  an  open 
one  with  many  opportunities  for  public  hearings  and  appeals  of  agency  decisions, 

Summary 

The  roles  and  responsibilities  of  the  Health  Systems  Agency,   the  SHPDA  and 
the  SHCC  have  been  explored  as  they  relate  to  four  major  activities--plan 
development,   planning  coordination,   resource  allocation  and   regulation.     More 
detailed  discussions  of  these  responsibilities  and  the  way  each  component  is 
organized  to  deal   with  them  will    be  found   in  appropriate  sections  of  this 
manual . 
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The  Health  Planning  Process: 
Montana's  Organizational  Structures 

There  are  three  organizational  structures  which  have  been  created  in  Montana 
as  a  result  of  P.L.  93-641:  the  Health  Systems  Agency  (HSA),  the  State 
Health  Planning  and  Development  Agency  (SHPDA)  and  the  Statewide  Health  Coor- 
dinating Council  (SHCC). 

Unlike  most  other  states  which  have  two  or  more  HSAs  serving  a  like  number 
of  health  service  areas,  Montana  has  a  single  HSA  serving  a  statewide  health 
service  area. 

Due  to  the  fact  Montana  is  designated  as  a  single  Health  Systems  Agency  State, 
the  majority  of  the  members  of  the  SHCC  are  members  of  the  Governing  Board 
and  Executive  Committee  of  the  Health  Systems  Agency.  The  Governor  of  Montana 
has  chosen  to  select  some  members  outside  the  HSA  and  also  to  appoint  the 
Chairman  of  the  SHCC.  The  functions  of  the  three  organizations,  the  SHCC,  the 
SHPDA  and  the  HSA  will  be  described  in  the  following  sections. 


12 

State  of  Montana 
SHCC  Handbook 


The  Statewide  Health  Coordinating  Council:  Functions 

Introduction 

Functions  of  the  SHCC  are  outlined  in  Section  1524  of  P.L.  93-641,  as  amended, 
and  require  that  the  SHCC: 

--Review  annually  and  coordinate  the  HSP  and  AIP  of  the  HSA  and  report 
to  the  Secretary  of  DHHS  its  comments. 

--Establish  (in  consultation  with  the  Health  Systems  Agency  in  the 
State  and  the  State  agency)  a  uniform  format  for  the  HSP  and 
review  at  least  triennially  the  HSP  and  review  at  least  annually 
the  AIP  of  the  Health  Systems  Agency  within  the  State  and  report 
to  the  Secretary,  for  purposes  of  his  review  under  Section  1535 
(c),  its  comments  on  the  HSP  and  AIP. 

--Prepare,  review  at  least  triennially,  and  revise  as  necessary  a 
State  Health  Plan  which  shall  have  integrated  into  it  the  Health 
Systems  Plan.  The  State  Health  Plan  may  contain  revisions  of 
the  Health  Systems  Plan  to  deal  more  effectively  with  statewide 
health  needs  as  determined  by  the  State  agency  of  the  State. 
The  Plan  shall  also  contain  the  Medical  Facilities  Inventory. 

--Review  and  comment  to  the  Secretary  of  HHS  on  the  annual  budget  of 
the  HSA. 

--Review  and  comment  to  the  Secretary  on  the  annual  designation  appli- 
cation of  the  HSA. 

--Advise  the  SHPDA  generally  on  the  performance  of  its  functions. 

--Review  and  recommend  approval  or  disapproval  of  all  State  plans  and 
applications  for  funds  made  available  to  the  State  government  under 
the  Public  Health  Service  Act,  the  Community  Mental  Health  Centers 
Act  and  the  Comprehensive  Alcohol  Abuse  and  Alcoholism  Prevention, 
Treatment  and  Rehabilitation  Act  of  1970. 

The  above  responsibilities  can  be  broken  into  four  basic  activities.  These 
activities  or  roles  are  planning  coordination,  plan  development,  resource 
allocation  and  advisory  functions. 


Planning  Coordination 

One  of  the  major  responsibilities  of  the  SHCC  is  to  coordinate  the  planning 
efforts  of  the  HSA  and  SHPDA.  As  a  result  of  Montana's  single  statewide 
health  service  area  status,  the  planning  roles  of  the  HSA  and  SHPDA  are  not 
as  clearly  defined  as  they  might  be  in  other  states.  Through  its  coordinating 
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responsibility,  the  SHCC  can  insure  that  there  is  a  minimum  of  duplication  of 
effort  by  the  two  agencies.  This  relates  not  only  to  the  plan  development 
process  but  to  the  plan  review  and  approval  process  as  well. 

Another  planning  coordination  activity  involves  establishment  of  statewide 
needs  and  priorities  as  a  guide  to  the  HSA  in  preparing  its  HSP.  Federal 
guidelines  provide  that  these  needs  and  priorities  should  be  identified  by 
the  SHPDA  in  conjunction  with  the  HSA  and  the  SHCC,  with  the  SHCC  having 
final  responsibility  for  adoption. 

The  determination  of  these  statewide  needs  and  priorities  are  of  importance 
to  the  SHCC  in  two  respects.  The  first  relates  to  the  responsibility  to 
review  the  SHP  and  revise  it  when  it  is  inconsistent  with  agreed-upon  statewide 
needs  and  priorities.  The  second  relates  to  their  review  and  recommending 
approval/disapproval  of  state  plans  for  uses  of  formula  grant  monies. 

Finally,  the  SHCC  is  to  triannually  review  and  report  their  comments  on  the 
HSP  and  to  review  and  comment  annually  on  the  AIP  to  the  Secretary  of  Health 
and  Human  Services.  Under  the  provisions  of  the  Act,  the  Council  is  the  only 
body  outside  the  HSA  itself  which  has  a  clear  responsibility  to  review  both 
of  these  plans  and  to  assure,  to  the  extent  possible,  that  the  priorities 
of  the  AIP  are  consistent  with  the  goals  of  the  HSP  in  any  given  year. 

Plan  Development 

A  second  major  planning  responsibility  of  the  SHCC  is  the  preparation  of 
a  state  health  plan.   In  multi-HSA  states,  this  consists  partially  of  coor- 
dinating the  HSP's  with  one  another  and  insuring  that  they  are  consistent 
with  statewide  goals  and  priorities.   In  Montana  the  SHCC  will  review  each 
SHP  component  after  approval  by  the  HSA  board  and  approve  or  disapprove  of 
it  as  a  component  of  the  SHP.   If  the  plan  component  is  disapproved,  it 
must  be  revised  by  the  HSA  before  it  can  become  part  of  the  SHP. 

There  are  certain  sections  of  the  SHP  which  will  be  developed  separately 
from  the  HSP.  These  sections  deal  with  state  government  programs  and  poli- 
cies of  a  health-related  nature.  These  SHP  sections  will  be  developed  by  the 
SHPDA  and  must  then  be  approved  by  the  SHCC.  Once  again,  the  SHCC  must  in- 
sure that  such  components  are  consistent  with  earlier  established  goals  and 
priorities.  These  "state  government"  components  will  play  a  very  important 
role  in  the  SHCC's  review  and  recommend  approval/disapproval  of  state  plans 
for  federal  monies. 

The  final  plan  development  responsibility  of  the  SHCC  is  to  approve  the 
State  Medical  Facilities  Inventory  which  establishes  priorities  among  proj- 
ects within  the  state  for  federal  assistance.   In  reviewing  this,  the  SHCC 
must  insure  that  it  is  consistent  with  the  State  Health  Plan,  of  which  it  is 
a  part. 

Resource  Allocation 

The  SHCC  has  review  and  comment  responsibilities  on  the  allocation  of 
federal  financial  resources  to  the  HSA.  Each  year,  the  SHCC  must  review 
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the  budget  of  the  HSA  and  report  its  comments  to  the  Secretary  of  Health  and 

Human  Services.  The  Secretary  must  consider  these  comments  in  deciding  on        ^ 

the  final  budget  figure  to  be  awarded  the  HSA.   In  addition,  the  SHCC  must 

review  and  comment  on  HSA  applications  for  planning  and  development  grants, 

and  on  applications  for  establishment  of  Area  Health  Services  Develooment 

Funds.  Again,  these  comments  are  advisory  to  the  Secretary  in  reaching  a 

decision  on  a  specific  application. 

Perhaps  the  most  controversial  function  of  the  SHCC  is  its  authority  to  review 
and  recommend  approval/disapproval  of  plans  oreoared  by  state  agencies  under 
federal  "entitlement"  programs.  A  number  of  federal  programs  for  financing 
health  and  health-related  activities  through  state  government  require  prepara- 
tion of  an  annual  program  plan.  Under  provisions  of  the  Act,  these  program 
plans  are  subject  to  review  and  recommendation  of  approval  or  disapproval  by 
the  SHCC.  Thus,  the  SHCC  has  a  potentially  major  voice  in  a  variety  of  oro- 
gram  activities  within  state  government  which  relate  to  health.  Further, 
since  many  of  the  federal  financing  programs  are  formula  grants--i .e. ,  some 
amount  of  state  dollars  are  required  to  match  the  federal  dollars  available-- 
the  SHCC  also  has  a  say  in  the  use  of  matching  state  funds. 

Advisory  Functions 

The  SHPDA  is  required  to  conduct  the  health  planning  activities  of  the  state 
and  to  carry  out  complex  coordinative  planning  and  regulative  functions.   In 
conducting  its  business,  the  Act  specifies  a  role  for  the  SHCC  which  is  both 
policy  and  advisory  in  nature.  Aside  from  approval  of  plans,  there  sre   no        ^ 
direct  mechanisms  specified  through  which  the  SHCC  can  impact  upon  the  opera-      ~ 
tions  of  the  SHPDA.  The  non-governmental  nature  of  the  SHCC  precludes  such 
direct  intervention,  but  the  Act  does  recognize  the  need  for  "independent 
monitoring"  of  SHPDA  performance. 

Once  the  SHCC  has  approved  the  SHP,  it  is  in  a  position  to  evaluate  SHPDA 
ongoing  performance  relative  to  those  plans.  Such  performance  will  take 
the  form  of  certificate  of  need  decisions,  and  approval  of  projects  for 
Title  XVI  funds.  Thus,  the  SHCC  will  be  in  a  position  to  advise  the  SHPDA 
on  its  performance  in  these  areas. 

As  noted  above,  the  SHCC  is  responsible  for  review  and  recommendation  of 
approval  or  disapproval  of  specified  federal  allotments  to  state  agencies. 
In  performing  this  function,  the  SHCC  will  be  in  an  excellent  position  to 
evaluate  the  way  in  which  the  SHPDA  has  been  coordinating  the  planning  of 
other  state  agencies  with  the  State  Health  Plan. 

In  general,  the  SHCC  will  be  in  a  position  to  advise  the  SHPDA  in  the  per- 
formance of  its  functions.  Just  what  impact  its  advice  has  had  on  the  SHPDA 
is  something  that  the  SHCC  will  be  able  to  evaluate  and  pass  on  to  the  Secre- 
tary when  it  comments  each  year  on  the  SHPDA's  application  for  redesignation. 
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Statewide  Health  Coordinating  Council 
Organizational  Structure 


Introduction 


General   guidelines   for  the  structure  of  the  SHCC  are  found   in  Section  1524  of 
the  Act.     Montana's  SHCC  is  in  full   compliance  with  the  Act's  requirements  for 
SHCC  membership. 

Size  and  Membership  of  SHCC 

The  SHCC  is  made  up  of  eighteen  members  plus  an  ex  officio  representative  of 
the  Veterans  Administration. 

Members  are  appointed  by  the  Governor  under  an  Executive  Order.  The  members 
are  selected  from  names  submitted  by  the  Montana  Health  Systems  Agency  plus 
the  Governor  exercising  his  authority  to  appoint  such  persons  as  he  deems 
appropriate,  not  to  exceed  40%  of  the  total  membership.  The  membership  is 
made  up  of  consumers  and  providers;  not  less  than  one  half  of  the  total  member- 
ship must  be  consumers  of  health  care. 

Committee  Structure 

It  is  up  to  the  SHCC  to  decide  whether  it  wants  to  utilize  special  committees 
for  certain  functions  or  to  meet  as  a  committee  of  the  whole  on  the  perfor- 
mance of  all  of  its  functions. 

The  SHCC  has  four  standing  committees  appointed  by  the  Chairman:  Plan  Develop- 
ment, Plan  Review,  Bylaws  and  Legislative.  Not  less  than  one  half  of  the  mem- 
bership on  each  committee  must  be  consumers. 

Officers 

The  officers  of  the  SHCC  consist  of  the  Chairman  and  a  Vice  Chairman.  The 
secretarial  duties  are  assumed  by  a  staff  member  of  the  SHPDA. 


16 

State  of  Montana 
SHCC  Handbook 


and 


Overview  of  Health  Planning 
Resource  Development  in  Montana 


Introduction 

On  July  1,  1976,  P.L.  93-641  went  into  effect  in  Montana,  and  in  doing  so 
replaced  three  previously  existing  health  planning  and  resource  development 
programs:  Comprehensive  Health  Planning,  Hill-Burton,  and  Regional  Medical 
Programs.  The  present  law  is,  in  many  ways,  an  attempt  to  take  the  best 
parts  of  these  three  programs  and  incorporate  them  into  a  single  health  plan- 
ning and  resource  development  program.  There  are,  of  course,  aspects  of  P.L. 
93-641  that  are  entirely  new,  but  much  of  it  does  follow  from  these  earlier 
attempts  at  improving  the  health  care  system. 

Comprehensive  Health  Planning 

Montana's  experience  with  CHP  began  on  October  28,  1966,  when  Governor  Tim 
Babcock  designated  the  Montana  State  Board  of  Health*  as  the  single  State 
agency  for  comprehensive  health  planning  as  required  by  P.L.  89-749.  The  "Plan 
for  Planning:",  a  document  which  outlined  the  structure  of  the  agency,  the  mem- 
bership of  the  Advisory  Council  for  Comprehensive  Health  Plannina,  and  the 
work  program  for  fulfilling  the  functions  as  a  314(a)  agency,  was  prepared  by 
the  Comprehensive  Health  Planning  (CHP)  Division  and  approved  by  the  U.S.  Pub- 
lic Health  Service  on  February  5,  1968. 

The  initial  efforts  of  the  CHP  Division  were  directed  toward  defining  the 
scope  of  the  proposed  Health  Planning  program,  developing  the  expertise  of 
the  staff  and  council  members,  and  organizing  regional  interests  to  prepare 
for  the  establishment  of  areawide  health  planning  agencies.  The  State  CHP 
office  was  instrumental  in  the  establishment  and  initial  funding  of  the  area- 
wide  CHP  agencies.  A  great  deal  of  time  was  spent  identifying  local  people 
with  an  interest  in  health  planning,  organizing  representative  regional  coun- 
cils and  the  subsequent  non-profit  private  organizations  that  were  to  become 
areawide  health  planning  agencies,  securing  local  match  funds,  and  assisting 
with  the  preparation  of  grant  applications  for  Federal  money. 

The  first  areawide  agency  to  receive  Federal  funds  was  the  Southwestern  Area- 
wide  Health  Planning  Council  funded  in  July  1971.  With  the  1973  designation 
of  the  Economic  Development  Association  of  Eastern  Montana  as  the  areawide 
health  planning  agency  for  the  17  eastern-most  counties,  Montana  added  the 
last  of  its  five  areawide  health  planning  organizations. 

Some  of  the  areawide  organizations  grew  out  of  existing  structures  concerned 
with  health  facilities  planning.  Changing  the  existing  organizational  thrust 
involved  broadening  geographic  representation  on  the  areawide  councils  and 
expanding  the  focus  of  the  organization  to  include  planning  for  health  services 


*  After  Executive  Reorganization  in  1971,  these  responsibilities  came  under 
the  Department  of  Health  and  Environmental  Sciences. 
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and  manpower  as  well  as  health  facilities.  The  first  years  of  the  areawide 
organizations  were  primarily  directed  at  developing  and  sustaining  citizen 
interest  in  community  health  planning.  The  five  areawide  organizations  de- 
veloped as  distinct  entities,  each  with  a  unique  planning  approach  to  meet 
the  particular  needs  of  its  area.  Major  activities  undertaken  by  the  area- 
wides,  often  with  the  assistance  of  the  State  CHP  Office,  included: 

1.  Publicizing  CHP  as  a  program  and  stimulating  interest  in  local 
areas.  Some  areawides  organized  county  health  planning  councils. 

2.  Identifying  the  perceived  health  needs  of  their  areas,  ranging  from 
health  manpower  shortages  to  a  lack  of  coordination  of  existing 
services. 

3.  Conducting  1122  reviews  of  capital  expenditures  for  health  facili- 
ties and  making  recommendations  to  the  Designated  Planning  Agency. 

4.  Assisting  local  communities  in  meeting  health  care  needs.  Efforts 
included:  assisting  communities  in  their  attempts  to  attract 
health  manpower,  supporting  efforts  to  obtain  local  funding  for 
health  projects,  and  preparing  plans  or  grant  applications  for  Fed- 
eral and  other  funding  sources. 

5.  Preparing  areawide  health  plans.  By  June  1976,  all  five  areawide 
organizations  had  developed  health  plans  which  addressed  the  health 
needs  of  each  area.  The  plans  varied  in  structure  and  scope  but 
each  presented  a  compilation  of  pertinent  health  data,  an  inventory 
of  existing  services,  and  projections  of  future  health  needs. 

Regional  Medical  Programs 

There  were  two  Regional  Medical  Program  funded  projects  in  Montana.  The 
Intermountain  Regional  Medical  Program  (IRMP),  whose  central  office  was  in 
Salt  Lake  City,  provided  limited  funding  to  projects  in  the  southwestern 
corner  of  the  State.  The  Mountain  States  Regional  Medical  Program  (MSRMP) 
covered  the  entire  State  and  generally  had  a  greater  effect  on  health  care 
activities  in  Montana. 

Under  the  original  RMP  legislation,  each  RMP  was  required  to  have  a  sponsor- 
ing fiscal  agent.  In  most  states,  a  medical  school  acted  as  program  sponsor. 
However,  in  1966,  the  states  of  Idaho,  Wyoming,  Nevada  and  Montana  did  not 
have  a  medical  school.  So,  representative  groups  in  these  states  banded  to- 
gether and  asked  the  Western  Interstate  Commission  for  Higher  Education  (WICHE) 
to  act  as  sponsor  for  a  Regional  Medical  Program.*  From  this  coalition,  the 
Mountain  States  Regional  Medical  Program  (MSRMP)  was  established. 


WICHE  is  a  program  which  provides  financial  and  other  assistance  allowing 
students  from  states  which  are  without  health  profession  schools  to  attend 
such  schools  in  other  areas. 
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In  November  1966,  an  MSRMP  Division  Office  was  established  in  Great  Falls, 
Montana.   In  its  first  two  years,  MSRMP  directed  its  efforts  toward  con- 
ducting an  extensive  health  survey  of  the  four  states,  identifying  the  needs 
of  health  care  professionals  and  consumers,  and  determining  available  health 
resources.  As  a  result  of  this  activity,  MSRMP  embarked  on  two  principal 
programs.  First,  MSRMP  established  a  coronary  care  training  program  for 
nurses  and  physicians  from  rural  areas.  Second,  it  created  the  Montana  Med- 
ical Education  and  Research  Foundation  (MMERF)  to  provide  continuing  educa- 
tion programs  for  all  health  professionals.  MSRMP,  in  conjunction  with  MMERF, 
was  instrumental  in  providing  necessary  educational  opportunities  for  health 
care  professionals  in  Montana.  The  MSRMP  also  funded:  nursing  assessment 
workshops  for  training  nurses  to  identify  the  major  health  problems  of  pa- 
tients; the  development  of  regional  health  training  centers,  using  Montana's 
seven  hospital  districts  as  a  network  for  providing  training  programs,  for  all 
hospital  employees;  and  cancer  screening  programs  which  provided  training  to 
physicians  and  nurses  while  screening  portions  of  the  population  for  cancer. 
After  1970,  when  the  scope  of  the  RMP  legislation  was  expanded,  MSRMP  suppor- 
ted programs  aimed  at  improving  emergency  medical  services,  newborn  intensive 
care,  and  nurse  practitioner  training. 

Hill -Burton  Program 

Unlike  the  CHP  and  RMP  programs,  the  history  of  the  Hi  11 -Burton  program  in 
Montana  is  quite  extensive  and  considerably  less  controversial.  In  1948,  the 
Montana  State  Board  of  Health  was  designated  as  the  single  State  aqency  for 
administration  of  the  Hill -Burton  Program.  The  Construction  Bureau  of  the 
Department  of  Health  and  Environmental  Sciences  was  assigned  the  responsibil- 
ity for  Hill-Burton.  The  first  recipient  of  Hill-Burton  funds  was  Glacier 
County  Memorial  Hospital  in  Cut  Bank,  Montana,  which  received  $101,404.72. 
Since  that  project,  the  Hill-Burton  Program  has  provided  over  18  million  dol- 
lars for  hospital  construction. 

In  1965,  the  Hill-Burton  Program  was  expanded  to  include  the  issuance  of 
grants  for  the  construction  of  long-term  care  (nursing  home)  facilities  and 
modernizing  existing  health  care  facilities.  Hill -Burton  agencies  were  re- 
quired to  use  new  criteria  (utilization,  population  and  occupancy)  in  deter- 
mining the  need  for  new  or  remodeled  facilities.  Each  state  Hill-Burton 
agency  was  provided  with  Federal  allotments  to  implement  priority  projects 
established  in  the  annual  State  Plan  for  Hospital  and  Medical  Facilities 
Construction, 
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The  State  Health  Planning  and  Development  Agency: 

Functions 


Introduction 

On  December  1,  1976,  the  Division  of  Health  Planning  and  Resource  Development 
was  reorganized  into  the  Bureau  of  Health  Planning  and  Resource  Development 
within  the  Division  of  Hospital  and  Medical  Facilities.  The  Division  also 
contains  the  Bureau  of  Licensing  and  Certification  and  the  Bureau  of  Emergency 
Medical  Services.  Placing  all  three  bureaus  within  the  same  Division,  it  was 
felt,  would  enhance  the  coordination  necessary  to  implement  P.L.  93-641. 

The  Bureau  of  Health  Planning  and  Resource  Development  has  been  designated  as 
the  agency  to  carry  out  the  functions  of  the  State  Health  Planning  and  Develop- 
ment Agency  (SHPDA)  and  will  be  referred  to  henceforth  as  the  SHPDA. 

The  responsibilities  of  the  SHPDA  as  set  forth  in  P.L.  93-641,  as  amended,  are 
summarized  below  under  the  categories  of  planning,  regulation,  and  resource 
development. 

Planning:  Plan  Development 

P.L.  93-641,  as  amended,  requires  the  SHPDA  to  prepare  a  Preliminary  State 
Health  Plan  based,  in  part,  on  the  Health  Systems  Plan.  The  State  Health  Plan 
serves  three  principal  functions: 

1.  It  serves  as  a  model  to  private  sector  agencies  which  develop  and 
deliver  health  care  services  by  setting  goals  for  all  State  health 
activities. 

2.  It  serves  as  a  basis  of  comparison  for  governmental  agencies  with 
health-related  responsibilities.  Their  operating  plans  will  be 
measured  against  the  Plan  by  the  SHCC  when  it  makes  recommendations 
to  the  Secretary  of  Health  and  Human  Services  on  funding  of  these 
plans. 

3.  It  presents  statewide  needs  and  priorities. 

Since,  in  Montana,  both  the  SHPDA  in  its  SHP  and  the  HSA  in  its  HSP  must 
deal  with  statewide  health  needs,  it  is  important  that  the  SHCC  act  as  a 
coordinating  catalyst  so  that  duplication  of  effort  does  not  occur.  One 
important  way  planning  coordination  takes  place  is  through  the  development 
by  the  SHCC  of  a  Planning  Guidance  document  containing  a  common  format  for 
the  SHP,  HSP  and  AIP.  This  common  format,  which  must  be  consistent  with 
Federal  guidelines,  allows  the  HSP  to  be  integrated  into  the  SHP  with  little 
duplication  of  effort  hence  facilitating  the  development  of  the  SHP.  Devel- 
oping this  Planning  Guidance  Document  is  a  cooperative  venture  of  the  SHCC, 
HSA  and  SHPDA;  the  SHCC  providing  an  appropriate  forum  for  resolving  differ- 
ences between  the  two  planning  agencies. 
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Planning:  Planning  Coordination  and  Plan  Implementation 

P.L.  93-641,  as  amended,  requires  the  SHPDA  to  conduct  the  State's  health 
planning  activities  and  to  implenent  those  parts  of  the  State  Health  Plan 
and  Health  Systems  Plan  which  are  related  to  State  government.  Planning 
coordination  is  essential  to  assure  that  program  plans  prepared  by  various 
State  agencies  are  consistent  with  the  goals  and  recommendations  of  the  State 
Health  Plan.  The  SHPDA  is  also  responsible  for  securing  consistency  for  Fed- 
eral program  planning  activities,  where  the  SHCC  is  the  planning  advisory 
council . 

The  SHPDA  will  achieve  coordination:  by  participating  in  the  program  plan- 
ning process,  using  the  State  Health  Plan  as  a  base;  reviewing  categorical 
plans  for  consistency  with  the  State  Health  Plan;  providing  technical  assis- 
tance to  the  HSA  so  that  their  operations  are  consistent  with  applicable 
State  agency  activities;  facilitating  liaison  among  the  various  relevant 
State  agencies;  coordinating  the  analysis  of  data  and  information  for  health 
planning;  and  through  cooperating  with  affected  State  program  agencies.  The 
latter  will  be  achieved  by  utilizing  task  forces;  developing  guidelines  based 
on  State  Health  Plan  priorities  for  their  use;  and  reviewing  program  plans  to 
point  out  areas  of  conflict  prior  to  final  plan  adoption.  Liaison  will  be 
maintained  between  the  planning  staff  of  the  SHPDA  and  the  staffs  of  a  variety 
of  State  agencies  including  the  Bureau  of  Addictive  Diseases  and  the  Bureau  of 
Mental  Health  Field  Services  of  the  Department  of  Institutions,  health-related 
bureaus  of  the  Department  of  Health  and  Environmental  Sciences,  and  other  agen- 
cies of  the  State  of  Montana. 

As  the  planning  process  develops,  an  important  part  is  implementation.  Im- 
plementation will  set  up  mechanisms  for  carrying  out  planning  policies.  Con- 
tact must  be  established  and  maintained  with  decision-makers--the  heads  of 
budget  agencies,  local  government,  professional  associations,  the  State  legis- 
lature, educational  institutions,  other  bureaus  of  the  Department  of  Health  and 
Environmental  Sciences,  and  other  units  of  State  government--to  see  that  plan 
recommendations  are  used  to  the  maximum  feasible  extent  in  allocating  resour- 
ces to  various  program  activities. 

A  major  emphasis  of  P.L.  93-641,  as  amended,  is  cost  containment,  and  the 
Bureau's  strong  implementation  capability  should  enable  the  State  to  control 
costs  while  assuring  that  services  are  available  and  accessible. 

Planning:  Data  Coordination 

P.L.  93-641,  as  amended,  requires  the  SHPDA  to  coordinate  all  health  data 
activities  in  the  State.  In  order  to  successfully  fulfill  this  reauirement, 
the  SHPDA  has  entered  into  a  contract  with  the  Bureau  of  Records  and  Statistics 
for  assistance  in  developing  a  health  data  management  system.  This  system 
will  result  in  the  following: 

1.   The  development  and  maintenance  of  an  inventory  of  health-related 
data  available  either  through  referral  to  other  collectors  of  data 
or  through  internally  maintained  files  and  reports. 
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2  The  provision  of  a  clearinghouse  service  for  all  cooperating 
I           '   providers  of  health-related  data  and  all  responsible  parties 

who  wish  to  gain  access  to  health  data. 

3  Contracts  with  the  Cooperative  Health  Statistics  System  (CHSS) 
for  collection  and  storage  of  health  facilities  data  and  health 
manpower  data. 

Regulation:  Certificate  of  Need 

The  large  increase  in  health  care  costs  during  the  past  decade  has  attracted 
attention  at  both  the  State  and  Federal  level.  For  fiscal  year  1976,  total 
health  care  spending  in  the  U.S.  reached  $139.3  billion,  reoresenting  an 
expenditure  of  $638  per  capita.  These  increases  have  been  accompanied  by 
strong  demands  for  public  regulation  of  the  health  care  industry   Cost 
increases  stem  in  large  part  from  the  creation  of  excess  hospital  and  nur- 
sing home  beds.  The  operation  of  a  hospital  bed,  full  or  empty,  each  year 
costs  an  estimated  one-third  of  its  initial  cost.  Moreover,  the  duplication 
of  special  hospital  units,  such  as  those  for  open  heart  surgery  or  cancer 
eradication,  has  significantly  increased  costs. 

In  response  to  these  problems,  Montana  enacted  a  Certificate  of  Need  Statute 
which  seeks  to  control  the  building  of  new  health  facilities  or  the  expansion 
of  existing  ones  by  withholding  licensure  unless  a  need  can  be  justified. 

"\      The  Montana  State  Certificate  of  Need  Law  is  authorized  by  Sections  50-5-301 
^  and  50-5-308  of  the  Montana  Codes  Annotated. 

The  purpose  of  the  law  is  to  provide  for  review  and  approval  of  capital 
expenditures  incurred  by  health  institutions  on  new  building,  modernization 
and  for  changes  in  services  or  bed  capacity.  The  following  excerpt  from  the 
Law  defines  "New  institutional  health  services".  Development  of  a  new  insti- 
tutional health  service  requires  an  application  for  a  Certificate  of  Need. 

(18)  "New  institutional  health  services"  means: 

(a)  the  construction,  development,  or  other  establishment  of  a 
health  care  facility  which  did  not  previously  exist; 

(b)  any  expenditure  by  or  on  behalf  of  a  health  care  facility 
within  a  12-month  period  in  excess  of  $150,000,  which,  under 
generally  accepted  accounting  principles  consistently  applied,  is 
a  capital  expenditure.  Whenever  a  health  care  facility  or  a  per- 
son on  behalf  of  a  health  care  facility  makes  an  acquisition  under 
lease  or  comparable  arrangement  or  through  donation,  which  would 
have  required  review  if  the  acquisition  had  been  by  purchase,  such 
acquisition  shall  be  considered  a  capital  expenditure  subject  to 

review,  .  •  .  • 

(c)  a  change  in  bed  capacity  of  a  health  care  facility  which  in- 
creases or  decreases  the  total  number  of  beds,  redistributes  beds 
among  various  service  categories,  or  relocates  such  beds  from  one 
physical  facility  or  site  to  another  over  a  2-year  period  by  more 
than  10  beds  or  lOX  of  the  total  licensed  bed  capacity,  whichever 

)  is  less; 
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(d)  health  services  which  are  offered  in  or  through  a  health 
care  facility  and  which  were  not  offered  on  a  regular  basis  in 
or  through  such  health  care  facility  within  the  1 2-month  period 
prior  to  the  time  such  services  would  be  offered  or  the  deletion 
by  a  health  care  facility  of  a  service  previously  offered; 

(e)  the  expansion  of  a  geographic  service  area  of  a  home  health 
agency. 

Those  facilities  covered  are  health  care  facilities  licensed  by  the  Depart- 
ment of  Health  and  Environmental  Sciences  to  provide  any  or  all  of  the 
following:  diagnosis;  treatment;  medical  or  nursing  care  or  medically- 
related  rehabilitation  services.  Definition  of  health  care  facilities  is 
carried  in  Section  50-5-101,  Montana  Codes  Annotated. 

The  penalties  for  failure  to  obtain  prior  approval  of  the  SHPDA  are  as 
follows: 

1.  Denial,  suspension  or  revocation  of  license. 

2.  Injunction  placed  upon  the  facility. 

3.  By  a  fine  of  not  less  than  one  thousand  dollars  (!^1,000)  nor  more 
than  ten  thousand  dollars  ($10,000)  for  each  day  of  violation. 

In  this  process  the  State  agency  makes  the  final  decision.  The  procedures 
of  Certificate  of  Need  process  include  submitting  an  application,  review 
process,  announcement  of  decision  and  an  appeal  process  available  to  the 
applicant  or  affected  parties. 

Regulation:  Appropriateness  Review 

P.L.  93-641,  as  amended,  requires  that  the  SHPDA,  in  coordination  with  the 
HSA,  conduct  periodic  reviews  to  determine  the  appropriateness  of  all  existing 
institutional  health  services.  The  agencies  are  required  to  review  the  appro- 
priateness of  all  existing  institutional  health  services  at  least  every   five 
years  and  to  complete  the  first  cycle  of  such  reviews  within  three  years  of 
full  designation  of  the  HSA  agency.  The  HSA  will  then  make  recommendations 
to  the  SHPDA  on  the  appropriateness  of  services. 

The  SHPDA  must,  after  considering  recommendations  submitted  by  the  Health 
Systems  Agency,  "make  public  its  findings."  The  SHPDA  must  complete  its  find- 
ings on  any  health  service  on  which  the  HSA  has  made  a  recommendation  within 
one  year  of  receiving  its  recommendation. 

The  purpose  of  a  review  for  appropriateness  is  to  find  problems  and  to  correct 
them  through  recommendations.  No  sanction  is  connected  with  this  function. 
The  intent  is  to  have  a  positive  effect  in  molding  the  health  care  system. 
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Resource  Allocation 

P.L.  93-641,  as  amended,  authorizes  funds  for  health  facilities  construction 
and  modernization  grants.  Additional  funds  are  to  be  made  available  for  loans 
and  loan  guarantees  with  interest  subsidies.  These  funds  have  never  been  ap- 
propriated by  Congress.  The  funds  are  for  projects  to: 

--Discontinue  unneeded  hospital  services  or  facilities. 

--Convert  unneeded  hospital  services  and  facilities  to  needed  health 
services  and  medical  facilities,  including  outpatient  medical  facili- 
ties and  facilities  for  long-term  care. 

--Construction  of  new  outpatient  medical  facilities. 

— Renovate  and  modernize  medical  facilities. 

--Construction  of  new  inpatient  medical  facilities  in  areas  experi- 
encing a  rapid  population  growth. 
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The  State  Health  Planning  and  Development  Aqency: 
Organizational  Structure 

Organization  of  the  Bureau  of  Health  Planning  and  Resource  Development 

The  Bureau  is  divided  into  two  units:  a  planning  unit  and  a  resource  de- 
velopment unit.  The  Bureau  Chief,  together  with  the  Administrator  of  the 
Division  of  Hospital  and  Medical  Facilities,  is  responsible  for  the  overall 
administrative  direction  of  these  two  units  including  interagency  coordina- 
tion. 

Specifically,  the  Bureau  Chief  and  Division  Administrator,  within  broad 
policy  guidelines  set  by  the  Governor,  the  SHCC,  the  Director  of  the  De- 
partment of  Health  and  Environmental  Sciences,  and  the  Legislature,  develop 
and  implement  State  health  planning  policies;  coordinate  the  planning  and 
development  activities  of  the  two  units  in  the  Bureau  with  one  another,  and 
with  other  State  agencies  with  health  and  health-related  program  respon- 
sibil ities: 

--provide  direct  staff  and  management  support  to  the  SHCC  and  coordin- 
ate the  provision  of  staff  services  to  its  authorized  committees; 

--prepare  such  evaluations  and  reports  as  may  be  required  from  time 
to  time  by  the  Governor  or  the  Secretary  of  the  Department  of  Health 
and  Human  Services, 

--provide  the  point  of  access  for  the  general  public  to  records  and 
data  relating  to  State  health  planning  and  development  functions; 

--provide  liaison  between  the  State  government  and  public  and  private 
aaencies  and  organizations  in  Montana  involved  in  developing  and 
offering  health  services  to  all  types; 

--prepare  an  annual  budget  for  health  planning  and  development  activi- 
ties in  the  State  and  periodically  review  expenditures  for  the  units 
in  the  Bureau  in  accord  with  such  budgets; 

— arrange  for  and  provide  any  required  legal  support  for  appeals  of 
Certificate  of  Need  decisions  of  the  Department;  and, 

— coordinate  all  management  and  support  services  for  the  Bureau  of 
Health  Planning  and  Resource  Development. 

Health  Planning  Unit: 

Generally,  the  Unit  is  responsible  for  the  development  of  the  preliminary 
State  Health  Plan  and  for  the  coordination  of  Bureau  activities  with  those 
of  the  HSA. 

Specifically,  the  Unit  provides  staff  assistance  to  the  SHCC  and  its  author- 
ized committees  in  developing,  analyzing,  and  commenting  uoon  policy  and 
planning  documents: 

--provides  assistance  to  the  HSA  in  technical  matters  relating  to  pro- 
cedures and  requirements  of  the  SHPDA: 

--serves  as  direct  diaison  between  the  Bureau  and  the  HSA  on  planning 
matters; 
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--provides  staff  assistance  to  the  SHCC  and  its  committees  in  evaluating 

the  annual  application  and  budget  of  the  HSA: 
— maintains  liaison  between  the  Bureau  and  those  State  agencies  with 

health  and  health-related  responsibilities  which  prepare  plans  subject 

to  the  review  and  approval  of  the  SHCC  assisting  them  in  matters  of 

scheduling,  format,  etc.; 
--coordinates  activities  of  the  health  planning  and  development  system's 

resources  for  data  collection  and  analysis,  both  inside  and  outside 

State  government;  and, 
--assists  in  the  development,  in  conjunction  with  the  HSA  and  the  SHCC, 

of  necessary  procedures  and  formats  for  the  Health  Systems  Plan,  the 

Preliminary  State  Health  Plan,  and  the  State  Health  Plan. 

Resource  Development  Unit: 

Generally,  the  Unit  is  the  focus  for  State  activities  relating  to  health 
resources  development  and  need  determination  for  health  care  facilities  and 
the  services  they  offer. 

Specifically,  the  Unit,  in  conjunction  with  the  Health  Planning  Unit,  develops 
the  State  Medical  Facilities  Inventory,  and  provides  staff  assistance  to  the 
SHCC  and  appropriate  committees  in  carrying  out  mandatory  functions  related 
to  that  Inventory: 

^  --reviews  all  applications  for  facilities  construction  and  assistance 

;  under  Title  XVI  and  provides  recommendations  for  State  decisions  on 

such  projects  for  consideration  by  the  Secretary; 
--develops  administrative  procedures,  legislation,  rules,  standards, 

and  criteria  required  for  need  determination  activities.  Certificate 

of  Need,  and  Appropriateness  Reviews,  and  provides  administrative 

support  for  these  mandatory  review  activities; 
— provides  technical  assistance  to  the  HSA  in  areas  related  to  State 

level  plan  development  and  needs  determination; 
— coordinates  the  development  of  standards  and  criteria  to  be  used  by 

the  Bureau  in  deciding  on  the  need  for  various  classes  of  health 

facilities  with  the  HSA's  activities  in  the  same  field;  and, 
--monitors  the  review  of  project  proposals  so  that  all  SHPDA  procedures 

are  followed  and  all  deadlines  met. 
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The  State  Health  Planning  and  Development  Agency: 
Relationship  to  the  SHCC 


Introduction 

In  defining  the  functions  of  the  SHPDA  and  the  SHCC,  P.L.  93-641,  as  amended, 
has  usually  required  complementary  functions.   In  addition,  P.L.  93-641,  as 
amended,  requires  the  SHCC  to  advise  the  SHPDA  generally  in  its  work  with  the 
SHPDA  to  assist  the  SHCC  in  theirs. 


Shared  Functions 

The  SHPDA  will  perform  or  conduct  State  health  planning  activities  and  imple- 
ment those  parts  of  the  SHP  and  HSP  that  deal  with  the  government  of  the  State, 
but  the  SHCC  is  also  an  active  coordinator.  It  must  review  and  coordinate 
planning  efforts  of  the  State  and  HSA  by  developing  planning  guidance  for  the 
establishment  of  plans,  including  the  SHP,  HSP  and  AIP.  Another  joint  respon- 
sibility of  the  SHCC  and  SHPDA  is  in  the  formulation  of  statewide  needs  and 
priorities.  Federal  guidelines  require  that  the  SHCC  has  final  responsibility 
for  adoption  of  statewide  needs  and  priorities.  While  the  SHPDA  works  with  the 
HSA  to  coordinate  plan  development,  the  SHCC  reviews  the  HSP  and  AIP  and  re- 
ports its  findings  to  HHS.  In  addition,  the  SHPDA  works  with  health-related 
agencies  in  an  effort  to  coordinate  program  plan  development  with  the  develop- 
ment of  the  SHP  and  the  SHCC  reviews  and  recommends  approval  or  disapproval  of 
those  plans. 

The  development  of  the  State  Health  Plan  is  another  joint  venture.  The 
Preliminary  State  Health  Plan  is  developed  by  the  SHPDA,  while  the  final  State 
Plan  is  the  responsibility  of  the  SHCC. 

While  the  law  does  not  specifically  address  the  relationship  between  the  SHPDA's 
regulatory  functions  and  the  functions  of  the  SHCC,  the  activities  of  the  SHCC 
do  have  an  effect  on  regulatory  activities.  The  major  device  for  achieving 
coordination  is  the  planning  process  which  is  build  upon  the  Health  Systems 
Plan,  the  Annual  Implementation  Plan,  and  the  State  Health  Plan.  The  HSP  is 
the  basis  for  the  development  of  the  State  Health  Plan.  As  discussed  pre- 
viously, the  SHCC  coordinates  and  shapes  the  development  of  these  documents. 
The  plans  provide  a  basis  for  the  criteria  used  in  regulation  of  the  health 
industry. 

Administrative  Support  to  the  SHCC 

A  major  responsibility  of  the  SHPDA  is  to  provide  support  to  the  SHCC,  its 
advisory  council.  The  SHPDA  will  be  the  sole  source  of  staff  and  technical 
and  program  assistance  to  the  SHCC.  Staff  of  the  SHPDA  will  be  assigned 
responsibility  for  assisting  the  SHCC  and  its  committees  in  every  aspect  of 
their  work  as  outlined  in  P.L.  93-641,  as  amended.  Assistance  orovided  to  the 
SHCC  will  include  the  following  types  of  activities: 


^ 
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1.  Staffing  of  the  SHCC  -  The  Administrator  of  the  Division  and  the  Bureau 
Chief  win  be  responsible  for  developing  appropriate  staffing  patterns 
and  supervising  all  staff  assistance  to  the  SHCC.  SHPDA  staff  will  pro- 
vide direct  assistance  to  the  SHCC  and  its  committees  in  scheduling, 
organizing,  planning,  executing,  and  following  up  on  meetings  of  the  SHCC 
and  such  committees  of  the  SHCC  as  are  authorized  to  receive  staff  assis- 
tance. Staff  support  will  include  such  activities  as:  developing  agendas 
and  preparing  supporting  materials;  attending  meetings  for  technical  ad- 
vice and  assistance  to  the  SHCC  or  committees;  maintaining  required  minutes 
or  proceedings  of  meetings;  drafting  necessary  plan  documents,  reports, 
and  other  materials  resulting  from  SHCC  or  conmittee  activities;  and  other 
appropriate  duties  approved  by  the  Division  Administrator  and  Bureau  Chief. 

2.  Fiscal  and  Travel  Support  -  A-1  expenses  incidental  to  the  SHCC's  opera- 
tions will  be  assumed  within  the  budget  for  the  SHPDA.  For  the  most  part, 
SHCC  expenses  will  involve  staff  time  and  materials,  travel  and  meeting 
expenses,  mailing  costs,  and  training  and  orientation  costs.  SHPDA  staff 
will  assist  SHCC  members  in  making  necessary  arrangements  for  all  travel 
that  is  connected  with  their  service  on  the  SHCC.  This  will  include  travel 
for  meetings,  site  visits,  and  related  activities.  SHPDA  staff  will  re- 
ceive and  process  travel  reimbursement  requests  and  will  maintain  all  re- 
quired records.  The  SHPDA  will,  within  the  limits  of  the  amounts  allocated 
for  SHCC  travel  in  the  budget  and  consistent  with  State  of  Montana  travel 
regulations,  reimburse  SHCC  members  for  their  transportation  costs  and 
subsistence  while  on  authorized  business. 

~A       3.   Information  Services  -  The  SHPDA  will,  through  periodic  or  specialized 

mailings,  provide  current  information  on  State  and  national  health  develop- 
ments, which  are  related  to  the  SHCC  and  its  committees'  activities  and 
which  will  assist  them  in  performing  in  an  informed  and  effective  fashion. 

4.   Training  and  Orientation  -  The  SHPDA  will  orient  members  of  the  SHCC  and 
its  committees  on  their  tasks  and  functions,  on  the  health  planning  and 
development  process  in  the  State  generally,  and  on  the  administrative 
matters  affecting  SHCC  activities.  To  facilitate  this  orientation,  the 
SHPDA  has  developed  a  SHCC  handbook,  describing  all  phases  of  the  State's 
health  planning  process  and  focusing  on  the  SHCC's  role.  The  SHPDA  will 
also  develop  a  training  schedule  for  the  SHCC's  adoption  and  provide 
appropriate  training  experiences  for  SHCC  members. 
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The  Health  Systems  Agency:  Functions 

In  an  attempt  to  provide  the  specificity  and  promote  the  consistency  for  HSAs 
which  their  predecessor  agencies  had  lacked,  Congress  provided  a  great  deal 
of  information  in  P.L.  93-641,  as  amended,  regarding  the  health  systems  agency 
and  its  functions.   In  addition  to  the  language  in  the  Act,  Congress  provided 
the  opportunity  to  the  Department  of  Health  &  Human  Services  to  provide  sub- 
stantial additional  regulations  and  guidelines  defining  further  the  role  and 
functions  of  health  systems  agencies.  Perhaps  the  most  concise  description  of 
the  Congressional  concept  of  the  functions  of  the  health  systems  agencies  is 
found  in  the  report  of  the  House  Committee  on  Interstate  and  Foreign  Commerce, 
which  states: 

"Health  systems  agencies  are  to  have  as  their  goals  the  improvement 
of  the  health  of  residents  of  their  health  service  areas,  increasing 
the  accessibility,  acceptability,  continuity  and  quality  of  the  health 
services  provided  in  the  area;  and  restraining  increases  in  the  costs 
of  the  area's  health  services.  They  are  to  prepare  both  long-range 
health  systems  plans  and  short-range  annual  implementation  plans  which 
will  achieve  these  goals  and  then  specific  action  plans  for  particular 
programs  and  projects  needed  to  implement  the  plans.  The  agencies  are 
given  specific  responsibility  for  the  imolementation  of  their  plans  and 
the  authority  to  do  such  implementation  through  the  use  of  their  own 
skills  in  assisting  others,  through  financial  assistance  from  area  health 
services  development  funds  made  available  by  the  Federal  government  and 
through  a  variety  of  review  activities  with  respect  to  proposed  changes 
in  the  area's  health  system  intended  to  give  the  HSA  influence  over  the 
allocation  of  resources  within  the  community." 

The  Congressional  intent  here  is  clearly  that  of  creating  agencies  which  have 
the  responsibility  to  plan  effectively  and  the  authority  to  help  implement 
those  plans. 

For  purposes  of  this  summary,  the  functions  of  the  health  systems  agency  may 
be  organized  into  three  specific  areas:  Planning  functions.  Developmental 
functions  and  Regulatory  activities. 

Planning  Functions 

If  there  is  a  structural  level  under  P.L.  93-641,  as  amended,  in  which  the 
main  emphasis  is  the  planning  function,  that  level  is  the  health  systems  agency. 
The  planning  functions  of  a  health  systems  agency  fall  into  three  main  areas: 

1.  analyzes  data  on  health  status  and  health  programs  in  its  area; 

2.  prepares  and  publishes  a  Health  Systems  Plan  (HSP)  and  an  Annual 
Implementation  Plan  (AIP)  for  its  area;  and, 

3.  coordinates  its  activities  with  other  planning  bodies  in  the  area. 
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While  P  L  89-749  failed  to  even  mention  the  use  of  health  data  by  planning 
^      agencies  at  any  level,  P.L.  93-641,  as  amended,  requires:  that  an  HSA  main- 
tain  staff  with  expertise  in  data;  that  the  HSA  base  both  its  HSP  and  AIP  on 
specific  data;  that  data  be  divided  into  the  areas  of  both  health  status  and 
health  systems  information;  and  that  to  the  extent  possible,  the  HSA  utilize 
already  existing  data,  rather  than  collecting  its  own.  In  order  to  accom- 
plish this  last  task,  health  systems  agencies  must  establishing  working  rela- 
tionships with  the  Cooperative  Health  Statistics  System  within  their  state. 
In  Montana,  this  has  been  done  by  the  HSA's  participation  in  the  SHPDA  health 
data  management  system. 

The  plan  development  function  is  the  key  function  for  health  systems  agencies. 
Two  specific  major  plan  documents  are  required  of  each  health  systems  agency 
under  the  Act;  a  Health  Systems  Plan  (HSP)  and  an  Annual  Implementation  Plan 
(AIP)   In  addition  to  the  Act  itself,  both  regulations  and  guidelines  issued 
by  the  Department  of  Health  and  Human  Services  have  further  specified  require- 
ments for  both  the  plan  development  process  and  the  plan  products.  Two  sets 
of  HHS-issued  guidelines  are  most  pertinent  to  the  plan  development  process: 
"National  Guidelines  for  Health  Planning"  and  "Guidelines  Concerning  the 
Development  of  Health  Systems  Plan  and  Annual  Implementation  Plans."  In  order 
to  assure  a  level  of  continuity  in  the  planning  efforts  of  HSAs,  the  agencies 
must  not  only  use  the  guidelines  mentioned  above,  but  they  must  also  relate 
their  planning  to  national  priorities  established  in  the  Act  and  to  statements 
of  statewide  health  needs  established  by  the  State  agencies.  In  addition,  the 
SHPDA  in  Montana  in  cooperation  with  the  HSA  has  established  jointly  a  common 
format  for  the  Health  Systems  Plan  and  the  State  Health  Plan;  under  P.L.  93-641, 
>      as  amended,  the  SHCC  has  the  responsibility  to  approve  this  common  plan  format 
'      for  use  at  both  the  HSA  and  State  levels.  The  two  major  planning  documents 

established  by  the  Health  Systems  Agency  differ  in  that  the  Health  Systems  Plan 
is  to  be  a  broad  statement  of  health  status  and  health  system  goals  for  the 
health  service  area  over  a  lonq-range  priod  of  time  (five  years),  while  the 
Annual  Implementation  Plan  is  to  be  a  one-year,  immediate,  action-based  document 
expressing  the  Agency's  and  the  community's  activities  for  a  one-year  period  of 
implementing  the  goals  of  the  HSP. 

As  the  health  planning  system  grows  more  complex,  so  too  do  other  planning  and 
regulatory  functions  of  a  related  nature.  In  order  to  coordinate  these  varied 
functions,  P.L.  93-641,  as  amended,  specifies  that  health  systems  agencies 
must  coordinate  their  activities  with  other  planning  bodies  in  the  area.  These 
include  Professional  Standards  Review  Organizations,  Regional  Planning  Com- 
missions, Councils  of  Governments,  human  service  planning  projects  and  other 
planning  bodies. 

Developmental  Functions 

The  developmental  functions  of  health  systems  agencies  combine  those  areas 
which  aim  toward  the  implementation  of  plans  and  naturally  relate  to  the  HSA's 
planning  functions,  and  some  developmental  functions  previously  under  Regional 
Medical  Programs.  There  are  four  basic  developmental  functions  for  health 
systems  agencies: 

^  1.   develop  specific  activities  and  projects  which  support  plans; 
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2.  implement  plans  through  technical  assistance  and  through  develop- 
mental grants  to  community  agencies; 

3.  review  and  approve  each  use  of  Federal  funds  in  its  area  which 
support  the  development  of  health  resources  and  services;  and, 

4.  recommend  health  facilities  projects  to  the  State  for  funding. 

The  first  developmental  function  refers  to  the  fact  that,  even  though  an  HSA 
must  develop  two  basic  plan  documents  (the  HSP  and  the  AIP),  it  is  expected 
that  each  HSA  will  develop  additional  subplans  or  portions  of  its  AIP  which 
relate  to  specific  implementation  activities  in  projects  which  are  consistent 
with  the  HSA's  plan  documents.   In  addition,  the  HSA  is  to  implement  its  plans 
through  technical  assistance  to  community  agencies  and  organizations  through 
both  its  staff  and  volunteers,  and  eventually  through  the  use  of  an  Area  Health 
Services  Development  Fund,  a  separate  developmental  fund  established  in  each 
HSA  for  its  use  to  encourage  community  agencies  and  organizations  to  plan  and 
develop  projects  which  promote  the  implementation  of  the  HSA's  plan  documents. 
Only  fully-designated  HSAs  will  have  Area  Health  Services  Development  Funds. 
To  date,  no  appropriation  of  Federal  funds  for  this  purpose  has  been  made.   In 
the  future,  when  an  HSA  becomes  fully  designated  and  eventually  establishes 
this  fund  by  HHS  support,  the  agency  will  utilize  these  funds  in  much  the  same 
manner  that  Regional  Medical  Programs  did,  but  with  particular  emphasis  on 
initial  planning  and  project  development  grants  as  opposed  to  any  on-going 
service  grants. 

As  further  evidence  of  the  Congressional  intent  to  establish  agencies  with 
authority  over  the  use  of  health  resources  in  its  health  service  area,  each 
health  systems  agency  must  review  and  approve  each  use  of  Federal  funds  in 
its  health  service  area.  They  are  to  do  this  activity  in  a  manner  which  is 
consistent  with  both  their  Health  Systems  Plan  and  Annual  Implementation  Plan. 
While  the  State  Health  Planning  and  Development  Agency  has  the  previous  Hill- 
Burton  function  of  funding  health  facilities  construction  and  modernization 
projects,  the  HSA  has  a  developmental  role  in  recommending  which  health  facil- 
ities projects  are  appropriate  for  such  funding.  This  latter  function  is 
further  indication  of  the  emphasis  on  interrelating  the  functions  and  struc- 
tural levels  of  health  planning  under  P.L.  93-641,  as  amended. 

Regulatory  Activities 

Even  though  the  State  Health  Planning  and  Development  Agency  is  clearly  the 
regulatory  agency  under  P.L.  93-641,  as  amended,  the  Act  has  tied  in  health 
systems  agencies  to  these  regulatory  activities  by  providing  for  a  review  and 
comment  responsibility  to  the  State  regulatory  agency  on  proposals  which  are 
subject  to  regulation.  These  review  and  comment,  regulatory  activities  are  in 
two  important  areas: 

1.  reviews  and  comments  to  State  regulatory  agencies  on  all  Certificate 
of  Need  applications;  and, 

2.  periodically  reviews  and  comments  on  aporopriateness  of  all  insti- 
tutional health  services  offered  in  the  health  service  area. 
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This  first  regulatory  activity  ties  the  Health  Systems  Agency  by  review  and 
comment  function  to  the  Certificate  of  Need  reviews  conducted  by  the  State 
agency.  The  latter  review  activity,  while  it  is  lacking  in  sanctions,  allows 
each  HSA  to  comment  periodically  on  the  appropriateness  of  any  institutional 
health  services  in  their  area.  This  review  and  comment  may  potentially  serve 
as  a  very  useful  tool,  when  used  publicly,  at  encouraging  or  discouraging  in- 
stitutional health  services  already  in  existence  which  are  not  subject  to 
other  forms  of  review.  The  HSA's  ability  to  base  these  reviews  and  comments 
on  sound  information  in  their  HSP  or  AIP,  and  to  publicize  their  findings 
appropriately,  may  very  well  influence  the  development  of  the  health  system 
and  its  institutional  health  services. 

Two  things  are  worth  noting  after  this  very  brief  review  of  HSA  functions. 
First,  P.L.  93-641,  as  amended,  has  placed  a  great  deal  of  emphasis  on  the 
interrelationship  of  planning,  developmental  and  regulatory  functions  within 
the  HSA.  Developmental  and  regulatory  decisions  must  be  based  upon  plan  docu- 
ments, which  must  in  turn  be  based  on  sound  data  on  both  health  status  and 
health  systems,  and  which  must  be  coordinated  with  other  planning  and  health- 
related  organizations  and  institutions.  Secondly,  it  is  worth  noting  that 
many  functions  at  the  HSA  level  relate  \/ery   specifically  to  other  functions 
at  the  level  of  the  SHPDA  and  the  SHCC.  The  Act  attempts,  wherever  possible, 
to  provide  for  this  strong  coordination  of  all  functions  from  one  structural 
level  to  another.  Since  the  Statewide  Health  Coordinating  Council  is  frequently 
responsible  for  this  coordination  of  structural  elements  between  the  HSA  level 
and  the  State  agency  level,  it  is  important  for  SHCC  members  to  be  especially 
aware  of  the  Act's  goals  in  these  areas. 


32 

State  of  Montana 
SHCC  Handbook 


The  Health  Systems  Agency:  Organizational  Structure 

Introduction 

In  order  to  carry  out  the  functions  of  a  health  systems  agency,  P.L.  93-641, 
as  amended,  specifies  a  complex  structural  system  for  the  agencies.  There 
are  a  number  of  organizational  options  for  the  basic  structure  of  an  HSA  (i.e., 
corporate/legal  structure);  however,  once  this  basic  structure  has  been  deter- 
mined, the  Law  is  very  specific  in  its  description  of  the  governing  body,  its 
membership  and  structure,  and  staffing  for  the  agency.  The  most  basic  descrip- 
tion of  an  HSA's  organizational  structure  is  found  in  its  definition.  The 
health  systems  agency  is  a  public  agency,  or  a  private  non-profit  agency,  with 
a  consumer  majority  board  or  advisory  body  which  carries  out  the  functions 
mandated  for  it  by  the  Act  in  a  defined  geographic  area,  the  health  service 
area.  The  structural  options  for  a  health  systems  agency  are  threefold: 

1.  a  non-profit  private  corporation--which  is  not  part  of  any  larger 
corporation  or  other  legal  entity;  governed  by  a  board  of  directors, 
the  majority  of  whose  members  must  be  consumers; 

2.  a  public  regional  planning  body--whose  planning  area  is  identical 
to  the  health  service  area;  which  shall  have  a  governing  body  for 
health  planning;  or, 

3.  a  single  unit  of  general  local  government--whose  area  of  jurisdic- 
tion is  identical  to  the  health  service  area. 

With  nearly  all  health  systems  agencies  designated  for  the  just  over  200  health 
service  areas,  well  over  85%  fall  into  the  first  category  of  a  non-profit, 
private  corporation,  reflecting  the  influence  of  the  predecessor  agencies  of 
which  75%  were  the  non-profit  private  type. 

This  is  also  the  case  in  Montana  where  the  HSA  elected  to  form  under  a  non- 
profit private  corporate  structure.  All  five  previous  314(b)  agencies  serving 
Montana  under  CHP  were  also  of  this  corporate  structure. 

The  health  systems  agency  must  maintain  a  professional  staff  of  not  less  than 
five  individuals  with  expertise  in  the  areas  of:  administration,  the  gather- 
ing and  analysis  of  data,  health  planning,  the  development  and  use  of  health 
resources,  financial  and  economic  analysis,  and  prevention  of  disease  and 
other  public  health  matters.  The  staff  of  the  organization  are  wholly  respon- 
sible to  the  governing  body,  the  decision-making  authority  of  the  HSA.  It  is 
relative  to  the  governing  body  of  an  HSA  that  both  Congress  and  HHS  have  been 
most  specific  in  their  description  of  the  HSA's  organizational  structure. 

The  Governing  Body 

The  responsibility  for  implementing  P.L.  93-641,  as  amended,  within  a  health 
service  area  belongs  to  the  governing  body  of  the  health  systems  agency.  Tech- 
nically and  legally  the  governing  body  is  the  HSA.  Each  HSA  is  to  have  a 
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governing  body  for  health  planning  alone.  In  the  case  of  a  non-profit  corpor- 
ation, only  one  governing  body  exists  and  it  is,  therefore,  the  governing  body 
for  health  planning.  The  governing  body,  or  board  of  directors,  must  number 
between  10  and  30  individuals,  except  that  its  size  may  exceed  30,  if  an  exec- 
utive committee  of  not  more  than  25  members  has  been  established  and  delegated 
the  necessary  authority  to  function  on  behalf  of  the  governing  body.  In  this 
latter  case,  the  authority  for  approval  of  a  health  systems  plan,  the  major, 
long-range  goal  plan  of  an  HSA,  is  reserved  for  the  larger  governing  body. 

The  governing  body  of  an  HSA  is  responsible  for  all  internal  affairs  of  the 
agency,  including  those  matters  relating  to  staff,  budget,  procedures,  and  all 
decisions  made  on  behalf  of  the  agency  as  a  whole.  The  governing  body  is  di- 
rectly responsible  for  all  review  and  comment  or  review  and  recommended  approval 
or  disapproval  of  decisions  of  the  agency.  It  must  meet  a  minimum  of  six  times 
each  year,  including  at  least  once  each  quarter,  and  all  such  meetings  shall  be 
conducted  in  public  with  both  adequate  notice  of  meetings  and  adequate  records 
of  proceedings.  All  actions  of  the  governing  body  and  of  its  committees  shall 
be  by  vote  of  a  majority  of  members  present;  a  quorum  of  not  less  than  1/2  of 
its  members  is  required  for  action. 

The  Congress  felt  very   strongly  that  the  HSA  must  be  accountable  to  its  con- 
stituency, i.e.,  the  residents  of  its  health  service  area.  In  order  to  achieve 
this  accountability,  the  governing  body  of  an  HSA  must  be  truly  representative 
of  the  health  service  area.  The  composition  of  the  governing  body  must,  there- 
fore, reflect  the  makeup  of  the  health  service  area's  population.  A  majority 
of  its  members,  but  not  more  than  60%  must  be  consumer  representatives  of  the 
health  service  area,  reflecting  broadly  "the  social,  economic,  linguistic  and 
racial  populations,  geographic  areas  of  the  health  service  area,  and  major 
purchasers  of  health  care."  The  remaining  members  of  the  HSA's  governing  body 
must  be  provider  representatives  of  the  health  service  area,  reflecting  repre- 
sentation from  five  basic  categories: 

1.  "physicians  (particularly  practicing  physicians),  dentists,  nurses, 
and  other  health  professionals;" 

2.  health  care  institutions; 

3.  health  care  insurers; 

4.  health  professional  schools;  and 

5.  the  allied  health  professions. 

At  least  1/3  of  these  provider  members  of  the  governing  body  must  be  involved 
in  the  direct  delivery  of  health  care  services  to  the  community.  In  addition 
to  the  basic  considerations  of  consumer  and  provider  representation,  the  Act 
specifies  that  the  governing  body's  representation  should  reflect  some  repre- 
sentation of  public  elected  officials,  representatives  of  other  governmental 
authorities,  public  and  private  agencies  concerned  with  health,  a  percentage 
of  individuals  who  reside  in  non-metropolitan  areas  which  is  representative  of 
the  population  in  non-metropolitan  areas,  and  a  representative  of  the  Veterans' 
Administration,  if  such  an  institution  exists  within  the  health  service  area. 
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Clearly,  the  Congress  felt  that  one  important  method  of  achieving  and  main- 
taining accountability  to  the  community,  i.e.,  the  residents  of  a  health  service   •• 
area,  was  through  insisting  upon  strict  representation  of  that  community  on  the   ^ 
governing  body  of  the  HSA.  Regulations  developed  by  the  Secretary  of  HHS  spell 
out  even  further  the  method  for  selecting,  operation  of,  and  responsibilities 
of  the  HSA's  governing  body.  The  intent  of  Congress  in  this  area  is  even  more 
clear,  in  view  of  the  fact  that  none  of  these  reguirements  are  specified  under 
the  previous  health  planning  law.  The  importance  of  the  governing  body,  both 
its  representation  and  its  decisions,  cannot  therefore  be  over-emphasized. 

HSA  Organization  in  Montana 

The  HSA  in  Montana  has  a  forty-two  member  governing  board,  served  by  an  eight- 
een member  executive  committee. 

In  addition  to  the  governing  board  and  executive  committee,  the  HSA  also  has 
five  subarea  advisory  councils  which  are  utilized  for  local  input  for  the 
planning,  developmental  and  regulatory  processes. 


V. 


